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K047 | NFPA 101 LIFE SAFETY CODE STANDARD Ko47| K ~_-Gt_h On 1-12 -12 two ( 2) illuminated
58=D . o ) ‘ . | exit signs (served by the facilitjes
Exit and directional signs are displayed in | emergeney power system) were
accordance with section 7.10 with continuous Installed , by a licensed provider of
lumination also served by the emergency lighting service, in the enclased.cgunyard
system.  19.2.10.1 wo [=i~1a.
g
This STANDARD is not met as evidenced by:
Based on observation the facility failed to assure
illuminated exit signs served by the emergency
power systern were provided.
The findings included: ‘
| Observation on January 3, 2012 at 1:00 p.m. | ‘
revealed two (2) illuminated exit signs served by -
 the emergency power system were not provided '
from the enclosed courtyard. '
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